Necrotizing arteriolitis has previously been described in the kidney in a case of phiochromocytoma by Platt and Davson (1950, Quart J. Med., 19, 33) , but then at postmortem. No previous record of such a finding at renal biopsy is known to exist. Past history.-Tuberculous spine when aged 4 years, treated by immobilization and bone grafting.
On examination.-An ill boy, dwarfed by angular kyphosis in mid-dorsal spine. Cardiovascular system: Heart size and sounds normal. B.P. 210/180. Fundi: Right eye at 12 o'clock-patch of choroidoretinitis probably an old tuberculoma ( Fig. 1) . No exudates or papillcedema seen at this time.
Investigations.-Chest film: Large calcified gland in the left upper zone. Blood urea 36 mg. %. Blood count: Mild hypochromic anaemia and a polymorph leucocytosis. Total W.B.C. 13,500. Urine: Two of three specimens grew tubercle bacilli. I.V.P. showed a non-functioning kidney on the right side, the left appearing to be normal. Cystoscopy (11.5.55) showed diffuse tuberculous infiltration of the bladder with inflammatory changes round both ureteric orifices preventing the passage of ureteric-catheters.
Soon after cystoscopy he complained of severe headache and vomiting. His blood urea rose to 59 mg. % and frank papillcedema with macular exudates developed (Fig. 1) .
It was clear that his hypertension was entering a malignant phase and we believgd right nephrectomy was urgently indicated. This was carried out on May 28 after an initial course of Ansolysen by mouth. An extensively diseased kidney was removed (Fig. 2) .
Since the operation the blood pressure has stayed within normal limits for six months (Fig. 3) ; his papilleedema has resolved and apart from developing a cold abscess of the :'ANSO LYSEN' ,12 14 -16-18-20-22-24-26-28-30, 3 sternum he has remained well. Throughout this time he has received anti-tuberculous chemotherapy. This case is interesting because of the wide dissemination of the t'uberculosis (of which evidence could be found in the spine, retina, chest, kidney and sternum), and the dramatic response of the hypertension to nephrectomy. Tuberculosis is not a common cause of renal hypertension. -,Pic.kering and Heptinstall (1953) report one case in a series of 11 nephrectomies, the blood pressure of which was not lowered by surgery. Langley and Platt (1947) reported 3 successful cases from the literature in a collection of 93 nephrectomies. Van de Goidsendoven and Vandenbrouck (19463 record 6cases of renal tuberculosis in which there was bypertension-2 of these responded in some degree to nephrectomy.
Other reviews and isolated cases stress the good response tonephr comy in patients with renal tuberculosis complicated by, hypertension. This is probably because they are usually younger than people with other forms of unlateral re'nal hypertension.
T'he excellent response of our patient to nephrectomy despite his ritalignant hypertension supports such a view.
